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SSPPEECCIIAALL  CCHHIILLDDRREENN  AADDOOPPTTIIOONN  IINNCCEENNTTIIVVEE  FFUUNNDD    

  
RREEQQUUEESSTT  FFOORR  PPAAYYMMEENNTT  

 
 
Department of Social Services responsible for Adoption Assistance: _______________________ 
 
Signature of Director or Designee:  _________________________________________________ 
 
 

  
  

CCHHIILLDD    IINNFFOORRMMAATTIIOONN  
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EEFFFFEECCTTIIVVEE    DDAATTEE  MMOONNTTHHLLYY    AAMMOOUUNNTT  
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--  
YY YY         

  
  

PPAAYYEEEE    IINNFFOORRMMAATTIIOONN  
FFIIRRSSTT    NNAAMMEE  MMII  LLAASSTT    NNAAMMEE  SSOOCCIIAALL    SSEECCUURRIITTYY    NNUUMMBBEERR    

            --      --         
AADDDDRREESSSS  

  
  

CCIITTYY  SSTTAATTEE  ZZIIPP    CCOODDEE  
  
  
  
  

    

  
  
  
  

SSUUBBMMIITT  FFOORRMM  TTOO::    FFAAMMIILLYY  SSUUPPPPOORRTT  AANNDD  CCHHIILLDD  WWEELLFFAARREE  SSEERRVVIICCEESS  
        FFoosstteerr  CCaarree//AAddooppttiioonn  PPoolliiccyy  TTeeaamm  
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SSPPEECCIIAALL  CCHHIILLDDRREENN  AADDOOPPTTIIOONN  IINNCCEENNTTIIVVEE  FFUUNNDD  
 

SSUUPPPPLLEEMMEENNTTAALL  AADDOOPPTTIIOONN  AASSSSIISSTTAANNCCEE  AAGGRREEEEMMEENNTT  
  

This Supplemental Adoption Assistance Agreement has been entered into by and between the 

_________________ County of Social Services, _____________________________________________,  
        Address   

(_____) _________ thereafter called the “Agency” and ____________________________________________ 
   Telephone Number       Adoptive Parents 

_____________________________________________________________________, (   ___ _)________________ 
    Address                   Telephone Number 

hereafter caller the “Adoptive Parent(s)”, for the purpose of facilitating the adoption of _______________ 
                         Child’s First Name 

born on _______________________________, and to aid the adoptive family in providing proper care of 
this child. 
 
I/We, the prospective adoptive parent(s), agree(s) that I/we intend to adopt ________________________ 
                  Child’s First Name 

and have signed this document prior to the finalization of the adoption so that this child can receive a 
supplemental payment from the Special Children Adoption Incentive Fund.  I/We have already signed the 
regular Adoption Assistance Agreement on behalf of this child.   
 
I/We agree(s) to accept payments from the Special Children Adoption Incentive Fund in the amount of  
$ _________ per month as a supplement to the standard adoption assistance benefits. 
 
I/We understand(s) that the Special Children Adoption Incentive Fund benefits are not an 
entitlement and are subject to the continuing availability of state and county funds. 

 
************************* 

I/We, the Adoptive Parent(s), and we, the Agency, have read, understand, and agree to the terms and 
provisions of this Supplemental Adoption Assistance Agreement. 
 
 
_______________________________________________  ____________________________________ 
  Adoptive Mother       Date 
 
_______________________________________________  ____________________________________ 
  Adoptive Father       Date 
 
_______________________________________________  ____________________________________ 
 Authorized Agency Director’s Signature     Date 
 

************************* 
A signed copy of the Supplemental Adoption Assistance Agreement was given/sent to the adoptive 
parent(s) on _________________________________________________________________________________. 
      Date 
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SSPPEECCIIAALL  CCHHIILLDDRREENN  AADDOOPPTTIIOONN  IINNCCEENNTTIIVVEE  FFUUNNDD  
  

VVEERRIIFFIICCAATTIIOONN  OOFF  CCHHIILLDD’’SS  NNEEEEDD  FFOORR  DDAAIILLYY  SSUUPPEERRVVIISSIIOONN  
 
 

I certify that I am a licensed health, mental health or developmental disability practitioner 
directly involved in the care of ____________________________________________________. 
       Name of Child 

 
This child has a health condition which requires eight or more hours of daily direct supervision 
from a foster parent, health professional and/or special education teacher to meet personal health 
needs or prevent self-destructive or assualtive behavior.  The child’s daily supervision needs 
include the following: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
       ___________________________________ 
                     Signature 

     
       ___________________________________ 
                     Position/Title 

 
       ___________________________________ 
                     Date 
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SSPPEECCIIAALL  CCHHIILLDDRREENN  AADDOOPPTTIIOONN  IINNCCEENNTTIIVVEE  FFUUNNDD  
  
  

AAGGEENNCCYY  VVEERRIIFFIICCAATTIIOONN  OOFF  LLEEGGAALL  CCUUSSTTOODDYY  AANNDD    
CCHHIILLDD’’SS  LLIIVVIINNGG  AARRRRAANNGGEEMMEENNTT  FFOORR  PPAASSTT  SSIIXX  MMOONNTTHHSS  

 
 

I, the undersigned declare that I am _____________________________________________of  
      Director of Social Services    
 
_______________________________________Department of Social Services, and I verify that 
 
_______________________________________ is in the legal custody and placement authority  
Name of child for whom incentive fund will be made   
 
of the ________________________________ Department of Social Services.  I further verify  
 
that the said child has resided in the licensed foster care home of   
 
______________________________________________________________________________ 
    Name of licensed foster parent(s)    
 
______________________________________________________________________________ 
    Mailing address of licensed foster parent(s) 
 
______________________________________________________________________________ 
 City        State  Zip Code 

 
for the previous six consecutive months on a continuous basis and that the foster parent(s) have 
received monthly cash assistance from a governmental source in excess of the standard board 
rate established by the General Assembly for the previous six months on a continuous basis.   
The foster parent(s) have stated a willingness to adopt this child if the monthly cash assistance 
that they have received as foster parents is not terminated.  The amount of monthly cash 
assistance above the standard board rate established by the General Assembly that is being 
received by the foster parent(s) is $ _____________. 
 
This is the amount of monthly cash assistance the parent(s) will receive, subject to continuing 
legislative authorization, from the Special Children Adoption Incentive Fund above the 
standard board rate established by the General Assembly following the issuance of the 
Decree of Adoption.   
 
       ___________________________________ 
                     Signature 

     
       ___________________________________ 
                     Date 
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